It is almost invariable that 'solid' neoplasms present as swellings or enlargements':", If, however, such a lesion were to replace normal tissue, and then undergo necrosis, it could lead to the host organ actually becoming smaller at the time of presentation. Such a case is reported here, and illustrates that, in the testis at least, any change in size must be considered with suspicion and investigated.
Case report
An otherwise fit 43-year-old man presented with a one year history of his left testicle becoming smaller than that on the right. This had been associated with vague intermittent pains which were never severe enough to suggest an acute torsion. There was no history of trauma or infection (eg mumps or penile discharge).
On examination, the left testicle was approximately 30% smaller than on the right. It was harder and rounder, and compression produced a different sensation to that on the other side. The patient was otherwise totally fit. Preoperative investigations such as serum human chorionic gonadotrophin (RCG) and alpha fetoprotein (AFP) as well as a lymphangiogram and an abdominal CT scan were all normal. At operation, the appearance was that of a tumour and therefore an orchidectomy was performed. The testis measured 4 x 3 x 3 cm and the cut surface revealed a partly haemorrhagic tumour of variable colour measuring 3x3x2 cm.
Histological examination (Figure 1 ) revealed a seminoma with extensive areas of necrosis. The viable areas showed the typical microscopic pattern of a seminoma with a moderate lymphocytic infiltrate. Multiple sections failed to reveal any teratomatous, trophoblastic or yolk sac elements. The tumour had invaded locally. In addition the remaining testicular tissue was markedly atrophic although there was a small amount of fibrosis.
Postoperatively, the patient made an uneventful recovery. He received a course of radiotherapy (3000 rad -anterior and posterior dogleg and 3000 rad direct to scrotum). He is being followedclosely and his AFP and HCG are checked regularly and remain normal. He is well and symptom free 18 months after presentation.
Discussion
Atrophy of the testis is reported as a result of ischaemic episodes due to intermittent torsion", It has also occurred with inflammatory and endocrine diseases. However shrinkage of the testis containing a tumour must be exceedingly uncommon, and we have been unable to find any similar documented report, although this is undoubtedly what happened in this case. The mechanism must be presumed to have been neoplastic growth replacing normal tissue with associated pressure atrophy, followed by episodes of tumour necrosis; this would explain the episodes of pain experienced by the patient. Ultrasonography would have shown the abnormal architecture of the testis but it is unlikely that it would be able to distinguish between a neoplastic or ischaemic cause for the atrophy.
Unless the clinician is aware of this mode of presentation he may consider that the testis is suffering from intermittent torsion rather than a tumour and he may thus approach the testis transcrotally.
Such massive necrosis of a tumour is by no means uncommon in other germ cell neoplasms, but is unusual in a pure seminoma. The pathologist must sample specimens from similar patients extensively to exclude any atypical elements. In the present case there was no histological or serological evidence of non-seminomatous elements.
Nevertheless, whatever the exact pathological nature, the clinician should be aware that any change in size of a testicle must be regarded with suspicion, and that shrinkage as well as enlargement necessitates full investigation for malignancy.
